Background
==========

The benefits of well-functioning primary care as the basis of a health system are abundant and consistent. Countries with health services based upon general practitioners (GPs) taking care of most medical problems of the population have both more equitable distribution of and more cost-effective health services \[[@B1]\]. Within the health system, communication between the different levels of care is essential for the patients' clinical pathways and medical treatment. This includes the referral process: how and why patients are sent from the primary care level to specialist health services.

The referral system has a long tradition in many countries. Referral rates have been accelerating in many countries during the past decade, and the consequences are more use of specialist services and greater expenditure on health. The increasing referral rates and the reasons for these trends have been the subjects of many studies \[[@B2]-[@B7]\]. In the USA, from 1999 to 2009, the probability that an ambulatory visit to a physician would result in a referral to another physician increased by 94% from 4.8 to 9.3% \[[@B2]\]. The reasons for this situation are many, such as greater availability of specialty care, cultural changes, new national laws and regulations, more insecurity and uncertainty among GPs, especially the youngest, and patients' increasing demands for specialist health services \[[@B3]\]. There are no internationally accepted guidelines for referral to specialists. The referral of patients is driven primarily by physician practice patterns \[[@B5]\]. The use of electronic referrals and online consultations accelerates the speed of communication and facilitates the logistics. This may reduce the need for patient--consultant meetings \[[@B6]\].

The consultants are the gate openers to the clinical pathways in hospitals \[[@B8]\]. When assessing referrals from GPs, either the consultants prioritize patients for further examination or treatment in specialist health services, or reject the referral. The referral process is composed of different stages, based on the sequence and purpose of events and tasks: (1) the consideration and decision to refer a patient to specialist health services; (2) the submission of the referral request and the referral review by the consultant; and (3) the patient transition into specialty care. The hospital consultants assess appropriateness, timeliness and completeness; a process that sometimes requires additional information. The referral can either be accepted and the patient given a scheduled appointment, rejected, or sometimes deferred for further discussion with another consultant. Acceptance triggers a series of steps to coordinate patient transition into the specialty setting, including communication with patients to schedule appointments, eventually followed by appointment reminders. Except for urgent cases, the GP's recommendation or wish for specialist care within a certain time can be overruled by the consultant.

In 2011, we conducted a study on GPs' thoughts and feelings about referral. This showed that GPs often felt humiliated and embarrassed, and had a wish for better communication and mutual understanding about the referral process \[[@B9]\]. In this study our aim was to investigate and identify hospital consultants' reflections on and attitudes to the referral process and cooperation with the referring GPs.

Methods
=======

We conducted a qualitative study, based on semi-structured interviews. The first author interviewed a purposive sample of 13 experienced hospital consultants (two female and 11 male; aged 40--63 years) representing eight different specialties at Stavanger University Hospital, which covers 350,000 inhabitants in the South-western part of Norway. The specialists (three psychiatrists, one cardiologist, two orthopedic surgeons, two gynecologists, one pediatrician, one vascular surgeon, one gastroenterologist, and two general surgeons) were among those who received most referrals from GPs. We aimed for diversity in age, sex and specialties. In three of the interviews (orthopedics, gynecology, and general surgery) two consultants participated together. The hospital specialists were recruited until saturation was reached \[[@B10]\]. We used open questions about their work with and thoughts about the assessment of referrals from GPs, and how they used them to prioritize patients for further examinations and treatment in hospital. The 10 interviews lasted for 1 h each, and took place from February 2011 to October 2012. The first author informed the participating consultants about the study and conducted the interviews. All interviews were fully transcribed verbatim. The transcripts were analyzed by systematic text condensation \[[@B11]\]: (1) obtaining an overall impression; (2) identifying and sorting meaning units; (3) condensation -- from code to meaning; and (4) synthesizing -- into descriptions and concepts. At each of the four analytical steps, the three authors first analyzed the data individually and then contested each other's analysis and reached a mutual basis for further analysis and final consensus.

Results
=======

The workload of assessing referrals
-----------------------------------

All the 13 respondents stated that the workload of assessing referrals and prioritizing patients for further investigation and treatment was considerable. Some consultants required several hours per week, and sometimes a whole day. The number of referrals for assessment could rise to 150 per week. The time spent on each referral varied from 30 s to 10 min, depending on the case. Several said that they received many unnecessary referrals. All agreed on the importance of the quality of the referral on reducing the workload related to prioritizing patients.

*"We do an immense work in assessing referrals and to prioritize patients. Anything that can make this workload easier is positive!"* (Consultant 2)

If information was incomplete, it was important to determine the purpose of the referral to secure a fair prioritization. Incomplete referrals were not an acceptable reason for rejection. To reject a referral took more time than just accepting the patient onto the waiting list.

The quality of referrals
------------------------

All the respondents had specific ideas about what they wanted in a referral, and according to these, the referrals were described as good, insufficient or bad. Other descriptions of referrals were "vague" and "imprecise", and the consultants were sometimes unsure as to whether the GPs themselves were aware of what they were asking. Some said that the referrals were generally not good; that they rarely received very good referrals and that many were insufficient and missing information about previous treatments, actual life situation, an accurate description of the symptoms and the patient's motivation for treatment. It could also be difficult to discover the actual health problem and the severity of the case. Sometimes they observed a "cut and paste" from previous records, old notes and consultations that they had to scroll through to find the actual issue. Referrals should be more precise, to the point, and less cut and paste. The most important factor was to have a clear order, with symptoms and diagnoses, actual medication, and specific wishes.

*"We receive unnecessary referrals from GPs who are clearly not updated on particular issues. Many referrals are good and complete, but some are incomplete, especially from young doctors and doctors with different cultural backgrounds."* (Consultant 6)

Some expressed personal opinions of referring physicians. One said:

*"You have a bunch of colleagues out there where you know the quality of referrals is bad, either really short or just an enumeration of the entire medical record, where you have to find out yourself. We know quite a few colleagues out there who refer very easily. We dislike that!"* (Consultant 8)

Several called for special templates for referrals that would contain mandatory information. Some had made their own guidelines and forms for special problems and diagnoses. Most referrals were sent electronically, and sometimes this made the referrals better, but they could still be more precise and accurate. Many stated that the GPs should do more before referring, for example X-rays or blood tests.

The process of prioritizing
---------------------------

None of the consultants had any formal training in assessing referrals. It was something that they learned by themselves. The respondents said that the assessments and prioritizations could differ depending on who did it, but only the psychiatrists said that they consulted other colleagues when in doubt.

All respondents considered the assessment of referrals and prioritization of patients as important, and all emphasized the importance of precise referrals as essential for a reasonable and fair prioritization process. Many felt that the decisions meant a lot to the patients. The national guidelines for prioritization \[[@B12]\] should be followed. They were introduced to enable better prioritization; otherwise long waiting lists and the lack of finances and resources effectively reduced the capacity to accept all the patients who wanted a specialist assessment.

To give the patient the right priority it was important to obtain the correct interpretation of the referral. If in doubt, many of the respondents said that they rather wanted to see the patient instead of seeking supplementary information from the referring GP.

*"To assess a patient's need for medical treatment is demanding, especially if you have to reject them. You have a person who you think needs help, but he does not fit the necessary criteria. So you have to reject, and this is a stressful job to do, to say no to someone. So the best thing is to get enough information."* (Consultant 5)

If the consultant found that further investigation or treatment was unnecessary or contraindicated, they felt a responsibility to provide an oral or written explanation to the referring doctor. To reject a referral was not easy, and it was supposed to cause much discomfort to the patients. Not to be accepted could be embarrassing and humiliating for the patient, and this was sometimes a reason for the consultant to accept a referral that would normally be rejected. A rejection should be justified in a careful manner both to the patient and the referring GP. Several said that they owed to the patient and the GP that they did a thorough job. Some said that they always wrote a personal letter to the GP to justify the rejection of a referral, including a suggestion for further treatment or follow-up. The referring GP's suggestion or wish for a maximum waiting time was overruled by the consultants' prioritization of these patients.

The relationship between consultants and GPs
--------------------------------------------

All the interviewed consultants expressed the importance of good communication and cooperation with the referring GPs. One said that he felt like a judge with little experience. Many said that the GP should more often make a telephone call and confer with a hospital specialist before referring a patient. This was useful, but they did not experience that the GPs did this often.

*"One could avoid many referrals if the GPs called us and clarified the issues before referring."* (Consultant 4)

The respondents said that they seldom contacted the GPs for additional information; mostly because this took time. It was discouraging when they were not able to get in touch with the GP on the telephone. Some were reluctant to call the referring GP if this could be interpreted as criticism. Several specified their role as consultants, and not as one taking over the total responsibility for treatment. At the same time they emphasized the GPs' responsibility for the patients during the waiting time for specialist services.

Discussion
==========

Our findings confirm the importance of smooth and seamless cooperation in the referral process. All of the respondents reported a considerable workload assessing referrals from GPs and prioritizing patients for specialist services. This work was considered important in providing patients with a fair and reasonable waiting time for further investigations and treatment. The national guidelines were used, as well as individual standards and guidelines. Good referrals were said to make the prioritization process easier. The consultants expressed a deep concern about securing a fair priority of patients and a willingness to give reasonable advice back to the referring GP when rejecting a referral. Many referrals were regarded as unnecessary, meaning that the problem could be handled by the GP. Better communication, such as a telephone call to confer with a hospital specialist before referring was wanted, and could possibly reduce the referral rates.

There are numerous studies on consultants' evaluation of the quality of referrals \[[@B13]-[@B18]\]. In most of these, the hospital specialists reported many inadequate and unnecessary referrals. Our respondents shared this opinion. The consultants' wished for specific forms or templates designed for the different medical conditions and diagnoses, and believed these would make this work easier and smoother. The Norwegian national guidelines for prioritization \[[@B12]\] were introduced in 2012, to help the hospital consultants to choose the right patients for specialist care, and to ensure that patients have a fair and equal assessment, regardless to which hospital they are referred. They also indicate maximum waiting times for treatment according to the different conditions and diseases. In our study, half of the respondents used these guidelines while prioritizing. Such guidelines could be used automatically to sort and prioritize patients for specialist care. According to CB Forrest, "*The absence of clarity in the specialist physician clinical role makes it unlikely that specialists are being used effectively and efficiently. We lack agreement on the core clinical functions of health care specialism, when patients should be referred to specialists, and how long specialists should be involved in a referral. This uncertainty is a likely contributor to the marked variation in the use of specialty care across the country*" \[[@B19]\]. In our study, the interviewed consultants expressed a deep concern making sure the process was fair and equal for the patients. When refusing a patient for medical examination or treatment, they emphasized the responsibility for explaining this to the referring GP, and eventually giving advice for alternative handling or treatment.

The respondents had extensive experience, but no formal education or training in assessing referrals. They confirmed that there was a risk of inequity and unfair prioritization, but only the psychiatrists conferred with other colleagues when in doubt. A recent study confirms this danger \[[@B20]\]. National guidelines for prioritizing patients may prevent some of this source of error.

The professional relationship between consultants and the referring GPs has been described in several articles \[[@B5]-[@B7],[@B9],[@B11]\]. In our study the respondents did not agree on having a judgmental role, but confirmed the quality assessment task of the referrals and the power to prioritize patients for specialist care and eventually to reject the referral. Most of the respondents expressed a willingness to see the patient when in doubt. Long waiting lists may influence this attitude, as well as personal connections and relationships, leading to injustice and inequality. The referring GPs' suggestion or wish for a maximum waiting time was overruled by the consultants' prioritization of these patients, which puts the consultant in a superior position versus the referring colleague. This confirms the GPs' feelings of an inferior role in this process \[[@B9]\]. The concept of shared care was not mentioned by the respondents. Both GPs and consultants want an easier and smoother communication about difficult medical problems, by telephone, e-mail or personal contact, before and eventually instead of a referral \[[@B5]-[@B7],[@B9],[@B10],[@B21]-[@B23]\].

The referral patterns are important focal points of both politicians and health managers to control health care spending \[[@B1]-[@B3],[@B21]-[@B25]\]. Even in countries without this tradition, such as China, the advantages of a referral system are of interest \[[@B26]\]. GPs want more shared care for their patients \[[@B9]\]. Both consultants and GPs express a "them and us" attitude, more than "we as a team". Legislative and structural regulations as well as personal relationship and mutual respect are important factors in developing more collaboration \[[@B5]-[@B7],[@B9],[@B14]\].

In our study the interviewer was known to the respondents as an experienced GP and a researcher on the referring process. It is uncertain whether this has biased the statements and comments of the consultants. Three of the interviews were done in 2011, before the introduction of the national guidelines for prioritization. The impact on the respondents' statements about this may be important. In the analyzing process the other two co-authors have done their own individual analyses, securing a balanced consensus of the results and conclusions. The majority of male respondents may be a possible source of error. In the citations the respondents were given a number to ensure anonymity.

Conclusions
===========

Better communication and cooperation between hospital consultants and GPs could make the referral process more balanced, and the participants more like partners. New models for collaboration should be tried out.
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